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Abstract
Purpose: Breastfeeding and responsive feeding are important practices that support
the health of infants and women. In the United States, breastfeeding continuation rates remain lower than recommended, and working women face additional
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challenges with breastfeeding continuation. Providers in a family child care setting are uniquely positioned to support and provide important resources to families in their breastfeeding and infant feeding practices.
Methods: The Go NAP SACC program was designed to improve the nutrition and
physical activity environments and practices in child care settings serving infants and young children. This evaluation focuses on Breastfeeding and Infant
Feeding in Nebraska Family Child Care Homes (FCCH).
Assessment: Paired-sample t-tests were used to examine differences in pre-post
evaluation scores. A repeated measure ANCOVA was used to examine differences
between rural–urban settings. Nebraska FCCH met recommendations at pretest,
and exceeded recommendations at post-test (p < .05). Rural and urban FCCH
performed equally well in 18 of 22 items, indicating little difference in the ability to provide supportive environments and adhere to best practices in both settings. Improvement in family engagement items were significant at the p < .001
level. Family engagement in FCCH is an important area for intervention that was
well-received by provider participants.
Conclusion: This evaluation shows that the Go NAP SACC program improves breastfeeding and infant feeding environments and practices in rural and urban FCCH.
Interventions should continue to focus on basic and practical education and professional development for FCCH providers, with emphasis on intentional family engagement and support.
Keywords: Child care, Infant, Nutrition, Breastfeeding, Responsive feeding, Family
child care home, Family engagement

Significance Statement
The Go NAP SACC program is a valuable and comprehensive intervention that supports positive changes in nutrition and physical activity
environments and practices across a range of domains for children of
varying ages. Breastfeeding and infant feeding practices are important
for the health and wellbeing of both infants and women. This study
adds support for the Go NAP SACC program by providing evidence that
it improves breastfeeding and infant feeding environments and best
practices in both rural and urban Family Child Care Homes. Additionally, it indicates that family engagement is a key area for intervention
and improvement for family home child care providers.
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Introduction
Breastfeeding and responsive feeding are central to a variety of health
related outcomes for women and infants. Breastmilk composition
adapts to the nutritional needs of infants as they develop, supports
their immune system in response to illness, and is associated with
fewer illnesses throughout life (Ballard and Morrow 2013; Victora et
al. 2016). Breastfeeding is protective against breast and ovarian cancer for women and helps establish a positive emotional bond between
mother and infant (Victora et al. 2016). Responsive feeding practices
during infancy, such as responding to the child’s hunger and fullness
cues, are important in establishing good self-regulation in eating behaviors as children develop (Hetherington 2020). Further, increasing
evidence indicates that breastfeeding and responsive feeding practices
may help prevent overweight and obesity in young children (Shloim
et al. 2017).
Breastfeeding is a desired practice among many women who give
birth. Approximately 83.2% of women in the United States initiate
breastfeeding (CDC 2018). By six months, only 57.6% of women are
exclusively breastfeeding in the United States. In the state of Nebraska,
82.2% of women initiate breastfeeding, and only 25.4% are exclusively breastfeeding at six months (CDC 2018). Although the reasons
for discontinuing breastfeeding are varied, returning to work and lack
of support from social systems contribute to this decision (Brand et
al. 2011). For working parents, child care policies, environment, and
provider practices play an important role in breastfeeding continuation (Batan et al. 2013; Lundquist et al. 2019). One contextual factor
is residing in a rural or urban community. Nationally, infants in urban areas are more likely to have been breastfed than infants in rural areas (CDC 2017). This lack of demand from parents (Lucas et al.
2013) combined with the challenge of accessing recommended foods
and other nutrition and physical activity resources are barriers to providing support for breastfeeding and infant feeding best practice in
rural settings (Battista et al. 2014; Dev et al. 2017; Dinkel et al. 2018;
Foster et al. 2015).
Breastfed and formula fed infants who are typically developing can
self-regulate their energy intake and will communicate their needs
through hunger and fullness cues (Hetherington 2020). This ability to
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self-regulate energy intake can continue throughout the child’s life if
their hunger and fullness cues are recognized and supported by adult
caregivers (Dev et al. 2017). For example, infants may show they are
hungry by fussing or biting their fists and communicate fullness by
ejecting the nipple or bottle from their mouth, pushing away a bottle,
or falling asleep (Hetherington 2020). As solid foods are introduced,
children may reach or point to food when then are hungry and similarly push food away, play with food, or avert their gaze in disinterest to show that they are full. Responding to hunger and fullness cues
and allowing children to regulate their energy intake are important
components for infant feeding best practice in child care settings (NE
Go NAP SACC 2017; Ward et al. 2014).
Child care is an important intervention setting. More than half of
infants in the United States are in non-parental care for part or most
of the day, and 62% of women with infants are employed (ZERO TO
THREE 2017). Providers are in a position to intentionally support parents’ goals through practice and education, however, few parents view
their provider as a partner and resource when it comes to breastfeeding and infant feeding (Lundquist et al. 2019).
Lack of knowledge about breastfeeding and infant feeding recommendations is the primary barrier for implementation of best practices (Calloway et al. 2017; Clark et al. 2008; Dev et al. 2017). One
multi-state intervention found that providers are willing to implement best practices when equipped with education, ongoing training
and technical assistance, peer learning opportunities, and an emphasis on center-level policies regarding breastfeeding and infant feeding (Calloway et al. 2017). The Nutrition and Physical Activity Self-Assessment for Childcare (Go NAP SACC) program is designed to equip
child care providers with knowledge, skills, and resources to support
responsive feeding practices and breastfeeding continuation for working parents and families (Ammerman et al. 2007; Benjamin Neelon et
al. 2014; Ward et al. 2014).
The Go NAP SACC program is an established, sustainable approach
for improving child care providers’ use of best practices to improve
nutrition and physical activity environments. Existing literature has
documented improvements in a variety of domains, including nutrition and screen time (Dev et al. 2018), outdoor play environment
(Dinkel et al. 2018), and family style dining (Blaine et al. 2015). The
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program has shown sustained improvements in environment and practices across multiple sites at a 12-month follow-up (Smith et al. 2017).
The original Baby NAP SACC program was developed to address
the unique physical activity and nutrition needs of infants (Benjamin
Neelon et al. 2014). In its current version, the Go NAP SACC program
targets breastfeeding and infant feeding practices in five general domains: (1) Environment, (2) Practice, (3) Professional Development,
(4) Food, and (5) Policy (Ward et al. 2014). These domains encourage providers to create a breastfeeding friendly environment, actively
support parents who want to continue breastfeeding, participate in
professional development, provide foods that are nutritious, use a responsive approach to infant feeding, and create a breastfeeding and
infant feeding policy for their child care setting.
In Nebraska, Go NAP SACC has been provided to Family Child Care
Homes (FCCH) and centers since 2010. Nebraska Go NAP SACC has
historically been delivered by a variety of partnering organizations including the Child and Adult Care Food Program (CACFP) Sponsored Organizations, Nebraska Extension, Nebraska Team Nutrition, Nebraska
Department of Health and Human Services, local health departments,
health care systems, and nonprofit agencies. Seventy-one percent (n
= 1786) of the child care providers in Nebraska operate FCCHs (Nebraska Department of Health and Human Services 2019). This evaluation examines outcomes regarding best practices for breastfeeding
and infant feeding which have not been previously explored. The purpose is to identify whether the Nebraska Go NAP SACC program results in positive changes in breastfeeding and infant feeding environments, practices, and policies in Nebraska FCCHs. Potential variation
in practices based on geographic location (rural vs. urban) were also
examined. We expected urban FCCHs to perform better on most practices due to the existing factors of increased access to resources and
higher prevalence of breastfeeding in urban areas.

Methods
This pre-post evaluation examined changes in breastfeeding and infant
feeding environments and practices in 201 FCCHs recruited through
partner organizations. The sample represents FCCHs from diverse
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counties in Nebraska who provide care to children from birth-to-five
years-old. Providers completed the program between August 2014 and
March 2018. As a program evaluation, this investigation was exempt
from Institutional Review Board review and participants were not required to provide informed consent. These results are part of a larger,
state-wide evaluation of the Nebraska Go NAP SACC program. The
larger survey comprised five sections (Breastfeeding and Infant Feeding, Child Nutrition, Infant & Child Physical Activity, Outdoor Play and
Learning, and Screen Time), with 113 total items (Ward et al. 2014).
To address our purpose, the 22 item Breastfeeding and Infant Feeding
section was evaluated. All analyses were based on outcome measures
of the Go NAP SACC self-assessment tool (Ammerman et al. 2007; NE
Go NAP SACC 2017).
Recruitment
There are 1,786 FCCHs in Nebraska and FCCH providers in all 93 Nebraska counties were eligible to participate in Go NAP SACC. Providers were recruited through emails and newsletters from regional education service units, training organizations, the Nebraska Go NAP
SACC online training calendar, the Nebraska Department of Education’s Early Childhood Professional Record System, and word of
mouth. Due to the variety of methods of recruitment, we were unable
to track the number of providers who were approached or who were
reached by recruitment materials. Recruitment began approximately
3 months before the initial training. Interested providers contacted
trainers directly. Three-hundred and eighty-four providers completed
a preassessment. Eighty-nine of these providers did not complete a
post-assessment, resulting in 295 providers who completed the full
intervention process. Ninety-four providers were excluded from this
specific analysis because they did not provide care to infants.
Figure 1 highlights the steps in the participation process. First, providers completed the online pre-assessment hosted through a secure
online server (Qualtrics) (NE Go NAP SACC 2017). Completing the
pre-assessment was a requirement for receiving intervention training. Next, providers took part in a training. The 6-h, in-person training
was developed by Go NAP SACC. The training focused on topics related
to child and adult obesity, including child nutrition, physical activity,
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Fig. 1 Provider participation process

personal health and wellness, working with families, and breastfeeding and infant feeding. The assessments and training content are standardized, but providers may complete the 6-h training in one or multiple days. After the training, providers met with a trainer individually
to discuss the pre-assessment, identify areas for improvement, and
set goals. Technical assistance was provided by trainers during the
following 3–4 months via phone, email, or in-person. Upon completion of goals, providers were asked to complete the post-assessment.
After completion of the post-assessment, providers received a training certificate for 6 in-service hours and nutrition and physical activity-related teaching tools.
Measures
Providers completed the Go NAP SACC self-assessment which rates
the FCCH on the extent to which they are meeting best practice recommendations for breastfeeding and infant feeding policies and practices. Items were ranked on a 4-point Likert scale, from “minimally
engaging” to “fully engaging” in Go NAP SACC best practice recommendations (see Fig. 2).

Fig. 2 Go NAPP SACC rating response categories
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Results
All analyses were conducted with SPSS Version 25. Sample data (N =
201) was assessed for normality using the Kolmogorov– Smirnov test
and visual inspection of histograms, normal Q–Q plots, and box plots.
These tests showed that the scores of breastfeeding and infant feeding practices of FCCHs were normally distributed (p < 0.05). Descriptive statistics were calculated from the Go NAP SACC baseline selfassessments for the breastfeeding and infant feeding environments,
practices, and policies (see Table 1). The average time between pretest and post-test was 5.28 months (SD = 4.37), with a range from
one to 25 months.

Table 1 Characteristics of FCCHs
Total children enrolled 		
Ages of children enrolled in program
0–23 months
24–35 months
3–5 years
School age children
Other
Characteristics of program
CACFP participation
Type of care offered
Full day care offered
Full day and half day care offered
Other
Residence/location
Urban classification
Rural classification

n/2254

n

% of total enrolled

581
484
748
522
219

22.75
18.95
29.29
20.44
8.57

n

% of FCCHs

176

87.56

84
114
2

41.8
56.7
1.5

69
132

34.33
65.67

N = 201 (total number of FCCHs included in this analysis)
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Results
Paired sample t-tests were conducted to examine the extent to which
Go NAP SACC scores differed significantly from pre-test to post-test.
The FCCH in our sample met all 22 standards for the Breastfeeding and Infant Feeding items at the time of pre-test (a score of 2
or higher). FCCH providers exceeded the standards (a score of 3 or
higher) in (a) breastfeeding environment (e.g., space for mothers to
breastfeed) and (b) infant foods (e.g., choosing iron-rich products
for infant meals) at pre-test. There were significant changes at p <
0.05 in all 22 items from pre-test to post-test, and at p < 0.001 in 18
of 22 items (see Table 2). At post-test, all FCCH programs exceeded
standards for all Breastfeeding and Infant Feeding items (a score of
3 or higher).
A repeated measures analysis of covariance (ANCOVA) determined
whether or not the intervention’s effect was different for FCCHs in rural and urban settings. This analysis examines whether the post-test
means, adjusted for pre-test means, differ between the two groups.
Rural–urban designation was based on county population, using the
three categories of metropolitan (population greater than 50,000),
micropolitan (population greater than 10,000), and rural (population
smaller than 10,000) (Lin and Qu 2016). Consistent with previous literature, micropolitan and rural counties were combined to compare
the rural–urban difference (Dinkel et al. 2018). CACFP participation
increases the likelihood of best practices for nutrition and physical
activity among providers, so CACFP participation was defined as the
categorical control variable in the multivariate analysis. Additionally,
length of time between pre-test and post-test was included as a covariate. CACFP was not significantly related to changes in using best
practices. No significant differences were found on 18 out of 22 items
in the evaluation, indicating the intervention worked equally well for
FCCH in both rural and urban settings, regardless of CACFP participation and time between pre- and post-test (see Table 3).
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Table 2 Breastfeeding and infant feeding items at pre-test and post-test
Pre

Post

p value

A quiet and comfortable space for mothers to breastfeed
or express breast milk is always available
(1) Not applicable
(2) Rarely or never
(3) Sometimes
(4) Often
(5) Always

3.38

3.82

< .001

46 (22.9)
19 (9.5)
14 (7.0)
11 (5.5)
111 (55.2)

11 (5.5)
6 (3.0)
8 (4.0)
12 (6.0)
164 (81.6)

Three features (privacy, an electric outlet, and comfortable
seating) are available to mothers in the space for
breastfeeding or expressing breast milk
(1) Not applicable
(2) None
(3) 1 feature
(4) 2 features
(5) 3 features

3.64

3.93

43 (21.4)
7 (3.5)
4 (2.0)
32 (15.9)
115 (57.2)

14 (7.0)
0 (0.0)
2 (1.0)
19 (9.5)
166 (82.6)

Enough refrigerator and/or freezer space is available to
allow all breastfeeding mothers to store expressed
breast milk
(1) Not Applicable
(2) Rarely or never
(3) Sometimes
(4) Often
(5) Always

3.88

3.97

Breastfeeding environment

< .001

.024

13 (6.5) 10 (5.0)
4 (2.0) 0 (0.0)
3 (1.5) 1 (0.5)
5 (2.5) 4 (2.0)
176 (87.6) 186 (92.5)

Breastfeeding support practices
I promote breastfeeding and support mothers who provide
breast milk for their infants by using 4–5 strategies
(1) Not applicable
(2) None
(3) 1 strategy
(4) 2–3 strategies
(5) 4–5 strategies

3.07

3.59

< .001

19 (9.5) 7 (3.5)
12 (6.0) 1 (0.5)
31 (15.4) 12 (6.0)
71 (35.3) 60 (29.9)
68 (33.8) 121 (60.2)

Breastfeeding education and professional development
I complete professional development on promoting and
supporting breastfeeding 2 times per year or more,
including at least 1 in-person or online training, when available
(1) Not applicable
(2) Never
(3) Less than 1 time per year
(4) 1 time per year
(5) 2 times per year or more

2.12

3.09

24 (11.9)
59 (29.4)
51 (25.4)
55 (27.4)
12 (6.0)

7 (3.5)
6 (3.0)
35 (17.4)
100 (49.8)
53 (26.4)

I have covered 4–5 topics as part of this professional development
(1) Not applicable
(2) None
(3) 1–2 topics
(4) 3–4 topics
(5) 5–6 topics

3.21
22 (10.9)
21 (10.4)
8 (4.0)
66 (32.8)
84 (41.8)

3.79
5 (2.5)
2 (1.0)
2 (1.0)
36 (17.9)
156 (77.6)

< .001

< .001
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Table 2 Breastfeeding and infant feeding items at pre-test and post-test (continued)
Pre

Post

p value

2.19

3.19

< .001

13 (6.5)
56 (27.9)
80 (39.8)
10 (5.0)
42 (20.9)

9 (4.5)
11 (5.5)
51 (25.4)
26 (12.9)
104 (51.7)

2.11

3.31

11 (5.5)
99 (49.3)
13 (6.5)
44 (21.9)
34 (16.9)

11 (5.5)
34 (16.9)
0 (0.0)
34 (16.9)
122 (60.7)

When I purchase cereal or formula for infants, I always choose
iron-rich products
(1) Not applicable
(2) Rarely or never
(3) Sometimes
(4) Often
(5) Always

3.84

3.92

10 (5.0)
1 (0.5)
5 (2.5)
19 (9.5)
166 (82.6)

12 (6.0)
0 (0.0)
3 (1.5)
9 (4.5)
177 (88.1)

When I purchase or prepare mashed or pureed meats or vegetables
for infants, these foods rarely or never contain added salt
(1) Not applicable
(2) Always
(3) Often
(4) Sometimes
(5) Rarely or never

3.71

3.88

11 (5.5)
1 (0.5)
4 (2.0)
46 (22.9)
139 (69.2)

11 (5.5)
1 (0.5)
0 (0.0)
19 (9.5)
170 (84.6)

I rarely or never purchase baby food desserts for infants that
contain added sugar
(1) Not applicable
(2) Always
(3) Often
(4) Sometimes
(5) Rarely or never

3.80

3.90

23 (11.4)
0 (0.0)
5 (2.5)
27 (13.4)
146 (72.6)

14 (7.0)
1 (0.5)
1 (0.5)
13 (6.5)
172 (85.6)

I offer expectant families, and families with infants, information
on breastfeeding when families ask, at 1 set time during the
year, and I tell prospective families about my policies and practices
(1) Not applicable
(2) Rarely or never
(3) Only when families ask
(4) When families ask and at 1 set time during the year
(5) All of the above, and we tell prospective families about our
breastfeeding policies and practices
Breastfeeding policy
My program’s written policy on promoting and supporting
breastfeeding includes 3–4 topics
(1) Not Applicable
(2) No written policy or policy does not include these topics
(3) 1 topic
(4) 2–3 topics
(5) 4–5 topics

< .001

Infant foods
.008

< .001

.012
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Table 2 Breastfeeding and infant feeding items at pre-test and post-test (continued)
Pre

Post

p value

3.43

3.74

< .001

1 (0.5)
1 (0.5)
25 (12.4)

6 (3.0)
0 (0.0)
7 (3.5)

62 (30.8)

37 (18.4)

112 (55.7)

151 (75.1)

I end infant feedings based only on infants showing they are full
(1) Not Applicable
(2) Only the amount of breast milk, formula, or food left
(3) Mostly the amount of food left, but partly on infants showing
they are full
(4) Mostly on infants showing they are full, but partly on the
amount of food left
(5) Only on infants showing they are full

3.47
3 (1.5)
1 (0.5)
9 (4.5)

3.66
7 (3.5)
0 (0.0)
8 (4.0)

85 (42.3)

50 (24.9)

103 (51.2)

136 (67.7)

When feeding infants, I always use responsive feeding techniques
(1) Not applicable
(2) Rarely or never
(3) Sometimes
(4) Often
(5) Always

3.76
2 (1.0)
1 (0.5)
6 (3.0)
33 (16.4)
159 (79.1)

3.91
8 (4.0)
0 (0.0)
1 (0.5)
17 (8.5)
175 (87.1)

During meal times, I praise and give hands-on help to guide
older infants as they learn to feed themselves
(1) Not applicable
(2) Rarely or never
(3) Sometimes
(4) Often
(5) Always

3.73

3.85

0 (0.0)
0 (0.0)
6 (3.0)
43 (21.4)
152 (75.6)

7 (3.5)
0 (0.0)
0 (0.0)
29 (14.4)
165 (82.1)

I inform families about what, when, and how much their infants
eat each day through both a written and verbal report each day
(1) Not applicable
(2) I do not inform families of daily infant feeding
(3) A written report or a verbal report
(4) Some days through both a written and verbal report, but
usually one or the other
(5) Both a written and verbal report each day

2.80

3.10

2 (1.0)
7 (3.5)
80 (39.8)
60 (29.9)

10 (5.0)
3 (1.5)
54 (26.9)
54 (26.9)

52 (25.9)

80 (39.8)

The written infant feeding plan that families complete for my
program includes 4 topics
(1) Not applicable
(2) None
(3) 1 topic
(4) 2–3 topics
(5) 4 topics

3.21

3.59

8 (4.0)
15 (7.5)
17 (8.5)
80 (39.8)
81 (40.3)

13 (6.5)
3 (1.5)
3 (1.5)
61 (30.3)
121 (60.2)

Infant feeding practices
With permission from families, the flexibility of timing of infant
feedings in my program is fully flexible to infants showing
they are hungry
(1) Not applicable
(2) Feedings are only at fixed, scheduled times
(3) Feedings are somewhat flexible to infants showing they
are hungry, but feedings are mostly at fixed times
(4) Feedings are mostly flexible to infants showing they are
hungry, but feedings are sometimes at fixed times
(5) Feedings are fully flexible to infants showing they are hungry

< .001

< .001

.002

< .001

< .001
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Table 2 Breastfeeding and infant feeding items at pre-test and post-test (continued)
Pre

Post

p value

I complete professional development on infant feeding and
nutrition 2 times per year or more, including 1 in-person or
online training, when available
(1) Not applicable
(2) Never
(3) Less than 1 time per year
(4) 1 time per year
(5) 2 times per year or more

2.49

3.15

< .001

6 (3.0)
30 (14.9)
60 (29.9)
88 (43.8)
17 (8.5)

5 (2.5)
0 (0.0)
23 (11.4)
122 (60.7)
51 (25.4)

I have covered 4–5 topics as part of this professional development
(1) Not applicable
(2) None
(3) 1–2 topics
(4) 3–4 topics
(5) 5 topics

3.46
10 (5.0)
12 (6.0)
9 (4.5)
55 (27.4)
115 (57.2)

3.82
5 (2.5)
0 (0.0)
3 (1.5)
30 (14.9)
163 (81.1)

< .001

I offer families information on infant feeding and nutrition when
families ask, at 1 set time during the year, and at other times as
infants reach developmental milestones
(1) Not applicable
(2) Rarely or never
(3) Only when families ask
(4) When families ask and at 1 set time during the year
(5) When families ask, at 1 set time during the year, and
at other times as infants reach developmental milestones

2.45

3.27

< .001

5 (2.5)
34 (16.9)
93 (46.3)
20 (10.0)
49 (24.4)

9 (4.5)
5 (2.5)
44 (21.9)
40 (19.9)
103 (51.2)

3.08

3.65

10 (5.0)
23 (11.4)
19 (9.5)
73 (36.3)
76 (37.8)

11 (5.5)
4 (2.0)
5 (2.5)
46 (22.9)
135 (67.2)

2.65

3.43

6 (3.0)
57 (28.4)
14 (7.0)
71 (35.3)
53 (26.4)

11 (5.5)
20 (10.0)
2 (1.0)
51 (25.4)
117 (58.2)

Infant feeding education and professional development

The information I offer families on infant feeding and
nutrition covers 4–5 topics
(1) Not applicable
(2) None
(3) 1 topic
(4) 2–3 topics
(5) 4–5 topics
Infant feeding policy
My program’s written policy on infant feeding and nutrition
covers 4–5 topics
(1) Not applicable
(2) No written policy or policy does not include these topics
(3) 1 topic
(4) 2–3 topics
(5) 4–5 topics

< .001

< .001

N = 201 (total number of FCCHs included in this analysis).
Scores were reported on a 4-point Likert scale, with 1 being the least recommended breastfeeding/infant
feeding practice and 4 being the best breastfeeding/infant feeding practice. The actual answer options
differed depending on question. “Not Applicable” responses were coded as “missing” and these values were
not included in paired-sample t-tests.
Family engagement items are underlined.
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Table 3 Differences in breastfeeding and infant feeding best practice in Rural and Urban FCCHs
between pre- and post-test
Type

Pre

Post

F

p

Rural
Urban
Rural
Urban

3.43
3.02
3.63
3.49

3.81
3.71
3.90
3.86

4.028*

.05

1.197

.23

Rural
Urban

3.88
3.87

3.96
3.94

.398

.53

Rural
Urban

2.98
3.14

3.47
3.69

3.958*

.05

Rural
Urban

2.17
2.02

3.04
3.13

.092

.76

Rural
Urban
Rural
Urban

3.22
3.10
2.26
2.13

3.77
3.80
3.06
3.36

.242

.62

.464

.50

Rural
Urban

2.07
2.12

3.18
3.39

.891

.35

Rural
Urban
Rural
Urban

3.84
3.81
3.71
3.75

3.90
3.97
3.88
3.89

.173

.68

.302

.58

Rural
Urban

3.83
3.77

3.90
3.90

.353

.55

Breastfeeding environment
A quiet and comfortable space for mothers to breastfeed or
express breast milk is always available
Three features (privacy, an electric outlet, and comfortable seating)
are available to mothers in the space for breastfeeding
or expressing breast milk
Enough refrigerator and/or freezer space is available to allow all
breastfeeding mothers to store expressed breast milk
Breastfeeding support practices
I promote breastfeeding and support mothers who provide breast
milk for their infants by using 4–5 strategies
Breastfeeding education and professional development
I complete professional development on promoting and supporting
breastfeeding 2 times per year or more, including at least 1
in-person or online training
I have covered 4–5 topics as part of this professional development
I offer expectant families, and families with infants, information on
breastfeeding when families ask, at 1 set time during the year,
and I tell prospective families about my policies and practices
Breastfeeding policy
My program’s written policy on promoting and supporting
breastfeeding includes the following number of topics
Infant foods
When I purchase cereal or formula for infants, I always choose
iron-rich products
When I purchase or prepare mashed or pureed meats or
vegetables for infants, these foods rarely or never
contain added salt
I rarely or never purchase baby food desserts for infants that
contain added sugar
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Table 3 Differences in breastfeeding and infant feeding best practice in Rural and Urban FCCHs
between pre- and post-test (continued)
Type

Pre

Post

F

p

Rural
Urban

3.53
3.27

3.76
3.71

4.810*

.03

Rural
Urban
Rural
Urban
Rural
Urban
Rural
Urban
Rural
Urban

3.56
3.34
3.79
3.73
3.73
3.68
2.78
2.91
3.31
3.02

3.65
3.71
3.90
3.88
3.89
3.79
2.97
3.32
3.55
3.58

1.189

.28

.509

.48

2.289

.13

4.923*

.03

2.066

.15

Rural
Urban

2.53
2.43

3.11
3.21

.004

.95

Rural
Urban
Rural
Urban

3.55
3.29
2.40
2.63

3.80
3.85
3.20
3.32

1.916

.17

3.447

.07

Rural
Urban

3.07
3.00

3.61
3.62

.005

.95

Rural
Urban

2.73
2.40

3.40
3.34

1.871

.17

Infant feeding practices
With permission from families, the flexibility of timing of infant
feedings in my program is fully flexible to infants showing
they are hungry
I end infant feedings based only on infants showing they
are full
When feeding infants, I always use responsive feeding
techniques
During meal times, I praise and give hands-on help to guide older
infants as they learn to feed themselves
I inform families about what, when, and how much their infants
eat each day through both a written and verbal report each day
The written infant feeding plan that families complete for
my program includes 4 topics
Infant feeding education and professional development
I complete professional development on infant feeding and
nutrition 2 times per year or more, including 1 in-person
or online training
I have covered 4–5 topics as part of this professional
development
I offer families information on infant feeding and nutrition when
families ask, at 1 set time during the year, and at other times
as infants reach developmental milestones
The information I offer families on infant feeding and nutrition
covers 4–5 topics
Infant feeding policy
My program’s written policy on infant feeding and nutrition
covers 4–5 topics

N = 201 (total number of FCCHs included in this analysis)
All items controlled for CACFP Participation and length of time between pre- and post-test.
* p ≤ .05
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Discussion
This evaluation explored whether the Nebraska Go NAP SACC program
supports positive changes in breastfeeding and infant feeding environments, practices, and policies in FCCHs in the state of Nebraska. Utilizing scores from pre-and post-test measures, we found that FCCHs
were meeting recommendations at pre-test, and exceeding recommendations at post-test. This finding is consistent with previous literature
documenting the improvement of nutrition and physical activity domains in child care settings after implementing the Go NAP SACC program (Battista et al. 2014; Benjamin Neelon et al. 2014; Blaine et al.
2015; Dev et al. 2018; Dinkel et al. 2018). The Go NAP SACC assessment is consistent with state licensing standards, so we would expect
that FCCHs have the capacity to meet best practice regarding nutrition
and physical activity at baseline. Additional information, resources,
and technical assistance can support improvement in meeting and adhering to best practices more frequently and consistently. For example, in the domain of Breastfeeding Environment, the percentage of
providers who were able to guarantee that “a quiet and comfortable
space for mothers to breastfeed or express breast milk is always available” increased from 55.2 to 81.6%.
Recent literature highlights the importance of the child care providers in supporting breastfeeding continuation through best practices and intentional engagement with families (e.g., providing educational resources, discussing infant feeding preferences) (Lundquist et
al. 2019). The Go NAP SACC assessment includes seven items that involve direct family engagement, including developing an infant feeding plan with the family and parent education about infant feeding and
nutrition (see Table 2, underlined items). In this evaluation, significant improvement was observed in these items. Response frequencies
indicate family engagement was the area in which providers experienced the most growth. At pre-test, more providers indicated minimally or modestly engaging in these best practices. At post-test, most
providers had improved to modestly or fully engaging in these best
practices. For example, when providers were asked about offering information to families at pre-test, 16.9% indicated that they “rarely
or never” offered information, and 24.4% of providers shared this
information multiple times with families. At post-test, only 2.5% of
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providers indicated “rarely or never” offering information, whereas
51.2% of providers shared this information multiple times.
In addition to identifying changes in best practices, we were interested in the differences in post-test scores between rural and urban
FCCHs. We hypothesized that rural FCCHs would show improvement
after engaging in the Go NAP SACC program. However, we also expected that differences in improvement would be observed between
rural and urban settings. Significant differences between rural and
urban scores were observed in four out of 22 items (see Table 3). Of
these items, rural settings performed better on half, and urban settings performed better on the other half. Given these findings, it can
be concluded that the intervention supported improvement for both
settings. This finding is contrary to one study documenting additional
challenges for rural child care settings in meeting recommendations
for nutrition and physical activity (Foster et al. 2015), and provides
evidence that rural child care centers have the capacity to exceed recommendations for best practice when provided information and resource rich interventions (Battista et al. 2014).

Limitations and Future Directions
One limitation of this inquiry is that a measure of FCCH size or designation was not collected during participation in Go NAP SACC and
thus could not be accounted for in analysis. Future research should
examine whether any significant differences are associated with the
size of the FCCH as well as the staff-to-child ratio.
The Go NAPP SACC program as implemented in Nebraska did not
provide for a comparison or control group. The recommendations in
Go NAP SACC are consistent with the state’s licensing standards and
quality rating and improvement system, so all FCCHs should be meeting recommendations for best practice at pre-test. This evaluation is
limited because the post-assessment results cannot be compared to
FCCHs that receive no intervention training. Additionally, a wide range
of time to completion was observed between participants from pretest to post-test. We attempted to control for variability in outcomes
due to time engaged with the intervention by controlling for time in
our analysis.
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Intervention research within child care settings can pose challenges
for meaningful evaluation. High rates of turnover and lack of consistency can lead to gaps in data collection, especially at post-test (Benjamin Neelon et al. 2016; Mattingly and Andresen 2016). Although the
Nebraska Go NAP SACC program relies on relationships with trainers for ongoing technical assistance, the assessments are completed
without assistance from a trainer. One limitation of this approach was
a high number of providers responding with “Not Applicable” during
completion of the pre-assessment if they did not understand how an
item applied to their setting. For others, this choice was appropriate
if they were not serving a breast or bottle-fed infant at the time of assessment. The web-version of the assessments did not contain skiplogic during this period of evaluation, which sometimes led to providers answering questions that were not applicable based on their
response to previous questions. Finally, as with all self-report surveys,
this evaluation does have the limitation of a possible self-response or
social desirability bias.

Conclusion
Researchers engaged in child care evaluation research should consider
providing assistance at all levels of evaluation, give special attention
to timing of program interventions and assessments, and maintain
flexibility to adapt to the needs of each setting. The findings of this
evaluation indicate that interventions should focus on providing basic and practical education and training about breastfeeding and infant feeding for providers to support breastfeeding continuation for
parents and self-regulation in eating behaviors for infants. Child care
providers are experts in their field, and as such, should take a proactive role in engaging with parents by initiating communication about
infant feeding preferences, developing and sharing their infant feeding policies, and providing educational resources.
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